Introduction
Strid or and respiratory distress in a full-term newb orn should be evaluated for possible congenit al anomalies of the laryngot racheal airway. Flexible fiberoptic laryngoscopy should be performed in all cases to carefully examine the supraglottic and subglottic areas. Flexible fiberoptic laryngoscopy allow s for a dynamic evaluation of the glottic airway. If a conclusive diagnosis cannot be reached, direct rigid laryngos copy and bronchoscopy with general anesthesia should be performed in the operating room, where definitive diagnosis and treatment may be achieved. In this article , we report a rare cau se of congenital stridor caused by an ectop ic thymic cyst in the subglottic area. symptoms progressed and began to interfere with his feeding. His noisy breathin g was comp atible with stridor, and the decision was made to admit the patient to the hospital for further evaluation. Fiberoptic laryngo scopy at the bedside revealed that a cystic structure had caused a narrowing in the subglottic region . Rigid bronchoscopy was then performed to estab- flexi ble or rigid laryngoscopy. Subgl ottic cys t as a cause of subglottic stenosis in neon ates is rare.
T he three distinct types of subg lottic cys ts are congenital, retention, and inclusion.I T o our knowled ge, the presence of ectopic thymic tissue in the subglottis has not been previous ly reported . Ectopic thymic tissue is rarely of clinical significance. It is observed in approximately I % of patients on autopsy. The ectopic tiss ue can be either cystic (more common) or solid. Mi slocated (aberrant) thymic tissue is a co nsequence of a defect in the migration of the thymus durin g embryogenes is.' T he thymu s is derived from the th ird and fo urth pharyngeal pou ches. After the sixth week of feta l life, it descends to its final position in the anterior mediastinum adjacent to the parietal per icardium. Aberrant thym ic tissue occurs whe n portion s of the orga n break free as the organ migr ates ca uda lly . Th erefore, ec topic thymi c tissue may be fo und in any posit ion along a line fro m the ang le of the mandible to the sterna l no tch , and in any location bet ween the ant erior mediastinum and the dia phragm .
Previously reported cases of ectopic thym ic tissue have invo lved the neck,' the base of the sk ull, the anterior and po sterior mediastinum , the pericardium, and the retropharyngeal space.t The position of the thymic tissue in the subglottic area in our patient is unu sual in lig ht of the typical embryologic origin and the de scent of the thymus from the anterior neck to the mediastinum. 
Discussion
Patients with congenital subglottic stenosis ma nifes t wit h various types of symptoms, and the degree of their airway obstruction ranges from minimal to severe. Anteroposterior x-ray s of the neck may show the classic narrowin g of the subglottis (the "steeple sign"). Flexi ble fiberoptic laryngoscop y is indicated to rule out supraglottic, glottic, or subg lottic path ology, suc h as vocal fo ld paral ysis, laryngom alacia, and subglottic stenosis . Th e definitive diagn osis is ofte n ma de in the operating roo m during lish a definitive diagnosis and rjg uide management. Bronchoscop y confirmed that the cy st at the base of the left subglottic area had caused significant narrowing of the airw ay and interfered with ventilation (figure I) . The cyst wa s removed by a microlaryngoscopic techniq ue.
Pa thologic examination revea led that the excise d specimen wa s mad e up of a squamous ep ithelium-lined cyst that was surro unde d by thymic tissue and Hassall ' s corpuscles (figure 2) . A few mixed mucoserous glands we re also present. These findings are consistent with the di agnosis of su bglottic thymic cyst.
The patient recovered quickly, and both the respiratory distress and noisy breathing resolved. Fo llow-up laryngoscopy 3 weeks later showed a patent, we ll-healed subglottic muco sa and no evidence of recurrence (figure 3 ).
